These are also found in the general population but more commonly in mongols. Some lens opacity may be present at birth but the frequency of this finding has not yet been definitely established. Lowe (1949) found a very high incidence in those he examined while Eissler & Longenecker (1962) found opacities in only 2% of mongols aged 1-5 years. However, cataract seems to develop frequently in later life. High myopia also occurs more frequently in mongols than in normal subjects and Cullen & Butler's (1963) findings of keratoconus, often acute, in 5 5-7 5 % of cases is of great interest. It is possible that all these degenerative changes, cataract, myopia and keratoconus, may be due to a metabolic disorder.
Conclusion
At present we are still in the stage of recording and correlating our findings, but it is to be hoped that in the future we will be able to anticipate and prevent the abnormal division of germ plasm that causes these deformities.
The following papers were also read: 
The theme of this Address is surgical exposure. It is obvious that a surgeon must see clearly what he is doing. About the exposure of an organ such as the eye, placed almost in the body surface, it might seem to many that there could not be much to be said. However, there are several important points in technique where the maintenance of the reflection of tissue with the minimum of injury contributes much to the exposure of the field necessary for the operation and indeed when it is Meeting October 12 1967 President's Address essential to reach incisively the correct tissue plane and to keep in this. Over forty years ago, when I held some junior surgical offices, it was a cult and a point of boasting among some surgeons to attempt some surgical operations through the smallest possible incisionfor instance 1 inch (2-5 cm) long for an appendicectomy and a little more for a hernia. The amount of deep trauma inflicted by such a practice in thrusting, pulling and tugging without seeing the structures thus assaulted and the hazard of bursting a turgid appendix was out of all proportion to the injury of an adequate incision to expose the full extent of the deep pathological state. Indeed a tragic and fatal catastrophe occurred when a high priest of this diminutive access cult was confronted with a plunging retrosternal goitre. It was diplomatically suggested to him that the sternum should be split in order to expose adequately the full extent of the thyroid enlargement. Through a small incision in the right supraclavicular triangle he bored a silver corkscrew into the goitre beneath the sternum and pulled. Fragments of torn innominate artery and vein and the apex of the right lung were delivered through the meagre incision.
Although nothing so immediately disastrous is likely to happen in eye surgery an attempt to deliver an orbital neoplasm, particularly a mixed cell neoplasm of the lacrimal gland, through an inadequate orbitotomy incision may ultimately be fatal to the patient.
It was my good fortune to be trained in general surgery by Sir Thomas Dunhill, an impeccable, quick-tempered Australian general surgeon, who taught me -not by words, for he was the most inarticulate teacher I have known, but by his deeds and not without some anguish -the importance of adequate exposure and room in which to see all that had to be seen and in which to work with easy grace. He hammered into me the necessity of quickly gaining the correct tissue plane and keeping in this. Although eye surgery revolted Sir Thomashe could never bear to see an eye operation -I carried his surgical principles into my early groping for techniques suitable to eye operations and to my peculiar temperament. This Address is a narrative of some of the small points I have evolved during the last forty years.
Squint Operations
The purpose of retraction is to afford the maximum exposure of the surgical field and to hold back temporarily structures which after division might intrude again into the operative field and which, if mauled during operation, might be difficult to identify for their replacement and repair at the end of operation.
The operations for squint are fair examples of this principle. A traction silk suture, which takes a deep bite of the episcleral tissue, rotates the eye so as to expose the maximum area of conjunctiva overlying the muscle for operation. The cornea is kept moist by a gelatin sponge disc 12 mm in diameter, dipped in saline, and retained in place by the two arms of the traction suture which traverse its periphery and are clamped to the head towel.
The conjunctiva is picked up, and a buttonhole snip is made through which blunt-tipped spring scissors are passed and spread in the tissue plane between the conjunctiva and Tenon's capsule. The spreading of scissors in a tissue plane is less traumatic than repeated nibbling; moreover it is quicker and it is very exceptional for bleeding to occur. On either side of the button-hole snip the conjunctival incision is completed. The flap is held reflected by two black silk sutures which are clamped to the head towel. Tenon's capsule is button-holed over the centre of the muscle insertion, the closed scissors are passed on the flat into the hole and spread between the deep surface of Tenon's capsule and the muscle corresponding with its width. Tenon's capsule incision is completed from the button-hole anteroposteriorly in the line of the muscle fibres and at right angles to the conjunctival incision. Traction sutures of white silk for differential identification are passed through each edge of the Tenon's capsule incision, retracted and clamped to the head towel to expose the full width of the rectus muscle. After lifting the muscle insertion on Chavasse's hook, which spreads and exposes its full breadth, any obvious vessels are touched with an electro-cautery. There is no bleeding and so no need to inflict the trauma of a swab throughout the operation. Over forty years ago, when I was a house surgeon to the Professorial Unit at St Bartholomew's Hospital the Professor ordered me to swab my tongue six times with gauze. This traumatic experience taught me a lasting respect for living tissue.
This exposure technique is used for the rectus muscles but some modification is necessary for the obliques. The best and most consistently expeditious exposure of the inferior oblique is at its insertion; indeed there seems to be no sound reason for reversing the accepted procedure applied to the rectus muscles by interfering with the origin of the inferior oblique.
After medial traction of the eyeball an oblique incision through conjunctiva and Tenon's capsule is made from the lower end of the lateral rectus insertion to the lateral end of the lower fornix. The edges of both membranes are retracted together with black silk sutures. At the equator the lateral rectus belly is retracted upwards by a white silk suture, and the posterior end of the incision is drawn posteriorly and temporally by a miniature Desmarres' retractor. The round bellv of the inferior oblique muscle is easily seen and drawn forward from the exposed depth.
Ptosis
In most surgical operations the simplest exposure is anteroposterior and indeed in ptosis surgery this is particularly necessary in order to reveal both the main attachments of the levator palpebrv superioris to the tarsal plate and its subsidiary attachments to the orbital fascia, the superior oblique tendon sheath and to the medial and the lateral canthal ligaments or tendons as these should properly be called. When as in Blaskovics' operation, the lid and the levator palpebrae superioris are turned inside out and upside down Separation of deep surface of the kevator from the conjunctiva ofthe upper fornix orientation of adjacent structures becomes difficult and unreal in relation to the natural position of the eyelid. Exposure through the normal position of the lid structure should therefore be anteroposterior. It is aided by spreading the lid over a plate inserted between it and the eye; the curved and rounded upper edge of this instrument is passed into the upper fornix. This plate, which also acts as a guard to the eye and was made for me some years ago by Down Bros, conforms with the curvature of the deep surface of the eyelid and the upper fornix. It is pierced near each edge by three pairs of holes for the retention of marginal lid sutures when an appropriate stretch on the eyelid has been obtained. The pair of holes near the lower edge of the plate are for sutures to fix it to the head towel.
The incision is made 6 mm above and conforming with the curve of the upper lid margin through the skin and orbicularis muscle down to but not through the plane of fascia which separates the deep surface of the orbicularis from the anterior surface of the tendinous expansion of the levator palpebre superioris inserted into the anterior surface and upper edge of the tarsal plate. Spring scissors are spread in this plane down to 2 mm above the line of the cilia and up to the orbital fascia. Two traction sutures of No. 1 black silk are passed through the upper edge of the orbicularis incision and two through the lower. These are drawn taut and secured to the head towel.
The upper edge of the tarsal plate is identified. After making a few upward strokes with a swab for about 12 mm or so the anterior and upper surfaces of the levator palpebrt superioris and Miuller's muscle are exposed. The tendon of the levator is scuffed from the anterior surface of the tarsal plate nearly to the upper edge of the tarsus. Three white silk traction sutures are inserted into the tendinous frill. The site for resection is marked, and the muscle is then dissected from its insertion into the upper edge of the tarsus. It is possible by spreading a pair of curved bluntended spring scissors to effect a plane of cleavage between the conjunctiva and the levator and Muller's muscle without buttonholing the conjunctiva of the upper fornix (Fig 1) .
When the levator is very poorly developed it may be desirable to pleat it in the manner that the thin expanded tendon of the superior oblique is pleated. The summit of the levator pleat is brought forward and sutured to the anterior surface of the tarsus.
As a first step in this pleating operation the upper lid is everted over a gauze roll, the conjunctiva is incised at the lateral end of the upper fornix and through this opening the closed blades of spring scissors are introduced between the conjunctiva and the levator muscle. Th.e scissors are spread and into this plane of cleavage a strip of green oiled silk is inserted. The lid is turned back and the exposure of the levator is made as already described. The edges of the levator muscle are exposed but its attachment to the tarsus is not divided. The green oiled silk strip in the plane of cleavage between the deep surface of the levator and the conjunctiva of the upper fornix is removed and the central blade of the tendon tucker is passed into this plane of cleavage.
Entropion
Exposure procedures similar to those used for ptosis may also with advantage be used in the entropion operation to overlap bands of orbicularis and resect a triangle of tarsal plate, its apex at the lid margin and its base at the lower edge of the tarsus. With the lower lid stretched and immobilized by being sutured to a lid guard and the eyeball thus protected this operation may be done more expeditiously and, I think, accurately than on the unfixed eyelid. Moreover with this technique it is generally possible to excise the triangle of tarsus without buttonholing the palpebral conjunctiva.
Cataract
Lid retraction for cataract surgery is, I think, best achieved by Castroviejo's lid screw clamps to each of which is attached a strong silk suture. The conjunctival flap is made by passing spring scissors through a button-hole and spreading the blades of the scissors in a plane between the sclera and Tenon's capsule and the episcleral tissues.
The limbus is cleanly exposed by scuffing episcleral tissue towards the cornea with Tooke's angled corneal splitter used upside down. This stripping of the episcleral tissues facilitates the cutting of 2 mm incisions through half the thickness of the limbus at 11 o'clock and 1 o'clock and prevents entanglement during the insertion of a pre-section 'bridle' suture at these sites. The value of the 'bridle' suture, looped over Castroviejo's lid-screw clamps is that it retracts the edges of the half-thickness limbal incisions, provides a slight degree of fixation of the eye and moreover marks the plane at which to aim the knife edge. Retraction of the pupil margin from 11 o'clock to 1 o'clock exposes the upper preequatorial part of the lens capsule either for grasping with forceps or for touching with a cryo-applicator ( Fig 2) .
Almost absolute security against vitreous prolapse is afforded by drawing on the 'bridle' corneoscleral suture as soon as the equator of the lens enters the section and the complete closure of the section is synchronous with the delivery of the cataract.
Glaucoma
For filtration operations the conjunctival incision is made 8 mm above and concentric with the limbus, and the undermined conjunctiva and Tenon's capsule is a funnel-shaped zone. The stripping of episcleral tissue at the blunted apex of the funnel exposes 7 mm of limbus and is achieved by an angled Tooke's knife used upside down in the same manner as in the cataract operation. This technique exposes adequately the corneoscleral area for flap scierotomy, partial sclerectomy (Lagrange) and the trephine operation.
Iridectomyfor Malignant Neoplasm There are certain important technical points in the surgical exposure and removal by wide iridectomy of a malignant neoplasm of the iris. To avoid the danger of scattering malignant cells in the anterior chamber it is essential that no instrument should touch the neoplasm and that the corneal flap should be lifted clear of its surface during its delivery through the limbal incision. To effect this the ab externo limbal incision must be adequate so that the corneal flap may be lifted several millimetres above the surface of the neoplasm and the opening be sufficient to admit simultaneously two pairs of iris forceps (Fig 3) . The centre of the limbal incision is in the radius of the neoplasm and it extends about 6 mm on either side of its edge. When about half the thickness of the limbus is divided a double-armed corneoscleral suture is inserted, that part which traverses the gap between the edges of the incision is drawn out into a loop and with the respective scleral and corneal arms is used for retraction. The anterior chamber is entered over the filtration angle for about 2 mm at one end of the incision. Herbert's sclerotomy knife is passed on the flat through the opening into the filtration angle, is turned so that the cutting edge is forwards and with gentle sliding movements the deeper part of the limbal incision is completed without touching the neoplasm. The assistant lifts the corneal flap well forward to admit two pairs of curved plane (non-toothed) iris forceps, one of which has a spring catch. Both are held by the surgeon who grasps the iris 3 mm from either side of the neoplasm. The affected sector of iris is withdrawn into the limbal incision without brushing the tumour surface against the cornea.
The surgeon hands over the one pair of iris forceps with the spring clip to the assistant, keeps his hold of the other pair and with iris scissors makes radial incisions from the pupil margin to the iris root just beyond each forceps grip. The third iris cut is made through the iris root tangential with the limbal incision.
Partial Cyclectomy
When exposing a neoplasm of the ciliary body for excision certain important steps are taken to prevent vitreous loss and intraocular hxemorrhage. Hypotensive anesthesia and the temporary tenotomy of one or more extraocular muscles adjacent to the field of operation are helpful in reducing the intraocular pressure. The value of Flieringa's ring in preventing vitreous prolapse is debatable and in some cases it may obstruct the extension of the scleral flap should this become necessary. If there is ominous forward bulging of the intraocular contents after opening the anterior chamber and reflection of the scleral flap then the temporary aspiration of about 025 ml of vitreous and its replacement in the closing stages of the operation is effective.
A catastrophic escape of vitreous is in my opinion prevented by the arrangement of sutures with stay-knots which close the scleral flap incisions immediately the cyclectomy is complated and the neoplasm is removed from the eye. After reflecting a generous hood flap of conjunctiva and a temporary tenotomy of the adjacent rectus muscle the limbus is marked 6 mm wide of the assessed lateral edges of the neoplasm and from these two points radial incisions are made through two-thirds of the scleral thickness slightly diverging from each other to the level of the ora serrata, and beyond this if necessary. Such a flap gives adequate exposure of a ciliary body neoplasm. An incision conforming with the curve of the limbus is made through about two-thirds of the limbal thickness, and joining the anterior end of the two scleral incisions. Through each corner of these incisions a silk suture is passed from the scleral to the corneal side. A stay-knot on the scleral side is drawn flush with the sclera and that part of each suture which traverses the incision is drawn out into a loop moistened with saline and is laid on the eyeball clear of the incision. A double-ended black silk suture is passed through the centre of the corneal edge of the limbal incision and a white silk suture moistened in methylene blue is passed opposite this through the scleral edge. Both these double-ended sutures are clamped in bull-dog clips for lifting and traction of the respective corneal and scleral flaps.
The scleral incisions are completed in depth down to the suprachoroidal lymph space. If at this stage it is evident that there is likely to be bulging of the intraocular contents on reflection of the scleral flap a 2 mm sclerotomy is done through a diathermized site over the pars plana in the quadrant opposite the site for partial cyclectomy for the purpose of aspirating about 0-25 ml of vitreous when the scleral flap is reflected and before the cyclectomy incisions are made. A suture is passed through the edges of the 2 mm sclerotomy and secured with the first tie of a surgical knot. The anterior chamber is then opened at one end of the curved limbal incision and not directly over the neoplasm. The limbal incision is completed by passing Herbert's sclerotomy knife into the anterior chamber on the flat then turning the cutting edge forwards and with lifting and sliding movements the deep scleral layers are divided with less disturbance to the surface of the neoplasm than when scissors are used.
If on reflection of the scleral flap there appears an area of shallow pigment infiltration where the sclera has been in contact with the neoplasm this is treated by electrodesiccation through a diathermy needle. When the pigmented cellular infiltration extends deeply into the sclera it is necessary to do a sclerectomy and substitute a free corneal graft, precisely the size and shape of the scleral flap.
When transscleral extension of the neoplasm is suspected before operation the overlying bulbar conjunctiva is circumvallated with a diathermy needle and excised. The incisions which outline the scleral flap are made through two-thirds of its thickness including a fourth incision which joins the posterior end of each radial incision. The dimensions are measured and a free corneal graft cut precisely to this size and shape. The posterior edge of the graft is sutured to the posterior scleral incision, and sutures are also inserted into each anterior corner and the centre of the anterior edge of the graft. Sclerectomy is completed (Fig 4) . When the scleral flap or the substituted free corneal graft is reflected, the site of the neoplasm is exposed.
Diathermy circumvallation: To prevent intraocular hkmorrhage on cutting the ciliary body diathermy circumvallation is done at least 3 mm wide of the neoplasm. A current of 30-40 mA is applied for 5 seconds. In 27 patients to date this procedure has not failed to induce a bloodless area for the cyclectomy incision. If at this stage the bulging of the ciliary body is portentous of vitreous prolapse the 2 mm sclerotomy suture is loosened and the aspiration of 0-25 ml of vitreous is made through the prepared site over the pars plana in the quadrant opposite the exposed ciliary body. The suture is again drawn taut. The aspirated vitreous is kept in the syringe for replacement at the end of operation.
Partial cyclectomy: It is important for the surgeon to face the plane in which the cyclectomy incisions are made. The iris or ciliary body is seized in toothed forceps 3 mm anterior to the neoplasm, is lifted and a button-hole incision is made with spring-scissors. One blade of the scissors is passed cautiously on the flat for 3 mm through this opening in the plane between the intact hyaloid face and the ciliary processes. The scissors is then gently rotated through a right angle and at the same time is lifted about 2 mm and the blades are closed in the diathermized zone. A like manceuvre is done on the other side of the neoplasm which is lifted and reflected posteriorly as the cyclectomy proceeds.
When the cyclectomy is completed the assistant draws on the two corner sutures with stay-knots on their scleral arms and crosses the central corneal suture with its opposite in the sclera, the latter being manipulated by a second assistant. The hyaloid face is then securely covered and the sutures are kept taut whilst interrupted stitches of catgut are inserted in the two radial scleral incisions.
The central suture, stained in methylene blue, which has passed through the scleral edge of the limbus is cut and withdrawn and into its stained track is passed the needle on the central corneal suture. This suture may then be tied with its knot resting on the corneal side of the limbal incision or its two arms with a needle on each may be passed through the conjunctival hood flap 2 or 3 mm behind its margin to be tied on the surface of the conjunctiva. More interrupted sutures are passed through the edges of the limbal incision at 2 mm intervals by either of these techniques. Lastly, the stay-knots on the scleral arms of each corner suture are withdrawn, cut off and either tied or threaded with a needle for passage through the overlying conjunctival hood flap. If any vitreous has been aspirated it is now replaced and the suture through the 2 mm sclerotomy is tied. Sterile air is injected into the anterior chamber.
Retinal Detachment
In some of the modern operations for replacement of a detached retina the surgical trauma is probably grosser and more extensive than any other operation on the eyeball. To expose the wide field necessary for manoeuvre in such a surgical attack, which is often of relatively long duration, it is important to make a pre-equatorial bulbar conjunctival incision concentric with the limbus and extending at each end up to 10 mm wide of the site or sites of the retinal tears. Retraction and retention of such a large flap from further mauling in the operative field is achieved by two to four sutures clamped to the head towel. It is essential during a long operation when the heat of operating and inspection lamps may desiccate the reflected conjunctiva either to keep this moistened repeatedly with saline running through an irrigation speculum or to place over it a strip of gelatin sponge soaked in saline such as covers the exposed cornea. Traction on one or two extraocular muscles and lifting or retraction by a suture looped round the muscle belly is generally sufficient for the exposure of a site of a retinal tear in front of or at the equator. However, division of a muscle is often necessary for postequatorial exposure, and when a retinal tear lies beneath an extraocular muscle. Orbit A careful clinical examination, both local and general, and good radiographs will generally ensure the diagnosis of a new formation within the orbital walls. When this is so I am sure that lateral orbitotomy with resection of the lateral wall and about two-thirds of the supraorbital margin gives more direct and adequate access to any intraorbital neoplasm, including the 4% on the medial side of the eyeball, than the transfrontal approach. Moreover no important structures are damaged in this approach. Indeed I have removed 3 intraorbital neoplasms which had been missed by the transfrontal approach, and this is not surprising when the access is through a deep funnel, its narrow end in the orbit. Moreover damage to the levator, the superior rectus and even the optic nerve is not infrequent after the transfrontal approach. The buttress of thick bone above the zygomaticofrontal suture conceals about one-third of a lacrimal gland neoplasm when the transfrontal approach is made through the orbital roof. Such a tumour is fully exposed, and without injury to its thin capsule, by the lateral orbitotomy technique. The incision conforms with the upper margin of the shaved eyebrow, turns down along the posterior margin of the lateral orbital wall, is curved and not angled over the zygomatic arch along which it runs straight in one of the lines of facial expression. The incision is made boldly down to the periosteum and temporal fascia. The skin flaps are undermined and in my opinion are more satisfactorily retracted by a number of strong black silk sutures than by neurosurgical scalp clamps.
The temporal muscle is divided for 2 cm at a point 5 mm below the anterior end of its origin from the temporal crest. It is then separated by blunt dissection from the lateral orbital wall and the temporal fossa. Several strong silk sutures retract it posteriorly. The periosteum is then incised 2 mm from the orbital margin and with a small rugine it is scuffed from its firm attachment at this site and thence it is stripped in one continuous sheet as far as the anterior end of the superior orbital fissure.
Burr holes, about 4 mm in diameter, are made at three sites: (1) Through the thin bone of the lateral orbital wall just above the level of the external angular process where the lateral orbital wall joins the floor of the temporal fossa. (2) Through the frontal bone 5 mm lateral to the supraorbital notch and 1 cm above the supraorbital margin. (3) Through the lateral orbital wall just anterior to the end of the inferior orbital fissure. Stilli's or Gigli's saw is passed through these holes to cut the supraorbital margin, and the zygomatic bone level with the orbital floor. The last cut is effected with an osteotome applied in the plane of the temporal fossa, and the resected bone is removed with lion forceps and placed in a closed container of normal saline.
The intact periosteum is opened with a Tshaped incision; one arm conforms with and is 2 mm posterior to the lateral orbital margin and the other arm runs anteroposteriorly from the centre of the former. Catgut sutures are passed through the corner of each flap and clamped to the head towel. The site of the neoplasm is generally detected by gentle finger palpation. In the case of a lacrimal gland neoplasm it is frequently evident on removal of the resected bone.
The least damage to orbital structures is done by using instruments in an anteroposterior direction. It is an important preliminary to identify the lateral rectus belly and the levator palpebrm superioris muscle. Into each of these muscles a black silk suture is placed for the dual purpose of marking the site of the muscles and for their retraction.
A scissors snip is made through the intermuscular orbital tissue which covers the neoplasm and down to its surface. Once this correct plane is reached the exposure incision in the orbital tissue is enlarged anteroposteriorly by spreading scissors and orbital retractors are inserted to hold back and protect adjacent structures (Fig 5) .
When the neoplasm is inside the muscle cone it may sometimes be necessary to divide the lateral rectus muscle between mattress sutures, and when it arises from either the optic nerve or its sheaths a suture in the sclera just behind the equator helps by gentle traction and rotation to bring the neoplasm towards the surgeon. Sustained forcible retraction may kink the central retinal artery. By spreading scissors in the tissue plane of the surface of the neoplasm the delivery of such innocent neoplasms as haemangioma and neurinoma is readily achieved. To a great extent this also applies to mixed cell neoplasms of the lacrimal gland, to which it is essential to do the minimum handling, and never to grasp with toothed forceps nor to puncture the capsule with a traction suture, for the danger of seeding the neoplasm in the orbit is considerable.
A biopsy of an orbital neoplasm is only justifiable if it is infiltrating and has the clinical features of a carcinoma. Indeed some sarcomata have a smooth surface, show no clinical signs of infiltration and are easily removed. Radiotherapy should follow.
Considerable radiographic density of bone shadow should suggest a dermoid which has eroded bone and such may have to be dissected from the dura mater and the temporal fossa.
I think there could be no more powerful argument against the transfrontal approach than the recent fate of a woman, aged 46, with a mixed cell neoplasm of the left lacrimal gland, excised piecemeal. About one-third of the neoplasm remained inaccessible beneath the buttress of bone at the zygomaticofrontal junction and the patient was referred to the eye surgeon with the request to remove the remainder of the neoplasm through a skin incision in the upper lid. The tragic outcome of inadequate exposure, the consequent breaking of the thin capsule of the neoplasm and its piecemeal removal were evident six months after this operation when the orbit filled with a recurrence and the vault of the skull showed many areas of neoplastic metastases.
Radiographic evidence of increased bone shadow above a lacrimal gland neoplasm does not necessarily mean neoplastic infiltration of the bone, sections of which often show no evidence of this complication. In any case resection of suspected bone involvement is more easily done through the lateral orbitotomy approach than from the transfrontal and generally without exposure of dura.
It is unnecessarily mischievous to remove the roof of the orbit to expose an intraorbital neoplasm which may prove either to be infiltrating and malignant or to expose a chronic inflammatory mass; in either case merely a diagnostic biopsy is achieved at the expense of placing the pathological intraorbital contents in more intimate association with the meninges and brain.
Moreover, in my opinion the degree of reduction of rapidly progressive exophthalmos due to endocrine disturbance by removal of the orbital 10 roof is meagre and adds a pulsatile character to the exophthalmos.
So it seems quite unjustifiable to remove the roof of the orbit for new formations which investigations show are confined to the orbit.
Conclusions
The procedures I have discussed may seem obvious, for a number of them are accepted as surgical routine today but most were not used by the generation of eye surgeons to whose ranks I was a newcomer forty years ago, so in a sense there has been some originality in their conception and in the development and modification of their use. A criticism of eye surgeons who, in the first four decades of this century, were mainly anterior chamber surgeons, would be an overemphasis of the need to 'get quickly in and more quickly out with the minimum of subsidiary fiddling'. Such indeed is a commendable surgical principle but it has been my experience that the little extra time spent in the reflection and retention of structures around the field of exposure is quantitatively less than that necessitated by repeated manipulation of these structures to keep the field clear and, even more important, there is no unnecessary and added trauma. The practice of surgical technique, like art, is probably much affected by the varieties of individual temperaments. There are those who in their work pay infinite attention to every detail to achieve the desired result and there are others who obtain the essential highlights in a quicker often rougher way, the effect on the medium of their work often being much the same.
I remember a wise old general practitioner saying, after watching my first operation in private: 'I always choose to send my patients to a lucky surgeon, not necessarily to the man who is a pretty technician, or is academically outstanding'. So it is sometimes a comfort to realize that, despite the best or accidentally the worst that we do, nature or some kindly intervention arranges the hoped for result.
